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(P.3883). Out of the 167 bypasses, 141 had foot tissue
loss. In the CPA group 93% of tissue loss with DAR healed
(median time-to-healing; 56 days) compared to 100% in
the non-DAR (98 days). Similarly in the IPA group 95%
with DAR healed (106 days) compared to 90% in the
non-DAR (94 days). While in the NPA group only 75%
with DAR healed (81 days) compared to 73% in the non-
DAR (148 days). There was only statistical significant dif-
ference in the time-to-healing between CPA/IPA versus
NPA group (P.0141).
Conclusions: The quality of the pedal arch did not
influence the patency or the amputation-free survival rates.
However, the healing and time-to-healing rates were di-
rectly influenced by the quality of the pedal arch rather than
the angiosome revascularized.
Author Disclosures: M. Edmonds: Nothing to disclose;
H. Rashid: Nothing to disclose; H. Slim: Nothing to
disclose; H. Zayed: Nothing to disclose.
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Video Presentation
Ultrasound for the Diagnosis and Treatment of Popli-
teal Entrapment Syndrome
Marlin W. Causey, Thomas Curry, Reagan Quan, Charles
Andersen, Niten Singh.Madigan ArmyMedical Center, Ft.
Lewis, WA
Background: Popliteal Entrapment Syndrome is a rare
cause of claudication in the young population. These pa-
tients are typically referred to multiple specialists prior to
their diagnosis and optimal treatment. Ultrasound has
commonly been used as an adjunct to clinical diagnosis in
most outpatient clinics. We describe additional techniques
of using intravascular ultrasound for diagnosis when an-
giography is performed.More importantly, this video high-
lights the intraoperative use of ultrasound to ensure an
adequate and optimal myectomy when treating popliteal
entrapment syndrome as well as an ability to survey the
arterial wall for intimal injury with B mode duplex.
Technical Description: Patients are most commonly
diagnosed clinically with popliteal entrapment syndrome.
During the time of angiography, intravascular ultrasound is
able to demonstrated distinct compression of the popliteal
artery with active plantar flexion. Palpation has traditionally
been used to assess the adequacy of resection for popliteal
entrapment but this may prove to be inadequate with some
patients and intraoperative ultrasound allows assessment of
the adequacy of resection. We also perform B mode duplex
after complete resection to survey for intimal changes that
may not have been seen during the preoperative workup.
Author Disclosures: C. Andersen: Nothing to disclose;
M. W. Causey: Nothing to disclose; T. Curry: Nothing to
disclose; R. Quan: Nothing to disclose; N. Singh: Noth-
ing to disclose.
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Infrapopliteal Angioplasty for Critical Limb Ischemia:
Results at 5-year Follow-up
Ruby C. Lo, Rodney P. Bensley, Kristina A. Giles, Jeremy
D. Darling, MarkWyers, Allen D. Hamdan, Elliot Chaikof,
Marc L. Schermerhorn. Beth Israel Deaconess Medical
Center, Boston, MA
Objectives: Infrapopliteal angioplasty (PTA) is rou-
tinely used to treat critical limb ischemia (CLI) despite
limited data on long-term outcomes.
Methods: We reviewed all patients undergoing infr-
apopliteal PTA for CLI from 2004 to 2011 stratified by
TASC class. Outcomes included restenosis, primary pa-
tency, reintervention (w/ PTA or bypass), amputation,
complications, and survival.
Results: Infrapopliteal PTA (stenting 14%, multilevel
intervention 50%) was performed in 447 limbs of 401
patients (59% male) with technical success of 95% and
perioperative complications in 11%. TASC composition
was 17% A, 22% B, 29% C, and 35% D. All technical failures
involved TASC D lesions. Mean follow-up was 15 months.
5-year survival was 46%. One- and 5-year primary patency
was 55% & 36% and limb salvage was 84% & 81%. Reste-
nosis was associated with TASC C (HR 2.1, 95%CI 1.1-
3.8, P.021) and TASC D (HR 2.1, 95%CI 1.0-4.0,
P.036) lesions. Amputation rates were higher in patients
who were not candidates for bypass (HR 4.3, 95%CI 2.5-
7.3, P.001) and with TASC D lesions (HR 3.7, 95%CI
1.1-12.4, P.032). Together, freedom from restenosis,
revascularization or amputation was predicted by bypass
non-candidacy (HR 1.6, 95%CI 1.1-2.4, P.007) and
TASC C (HR 1.8, 95%CI 1.1-3.0, P.024) and TASC D
(HR 2.0, 95%CI 1.2-3.3, P.011) lesions but not multi-
level intervention (HR .9, 95%CI 0.6-1.2, P.462).
Conclusions: Infrapopliteal PTA is effective primary
therapy for TASC A and B lesions. Multilevel intervention
does adversely affect outcome.
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